and gave a history that in August 1964, while on holiday at a farm, he developed a 'round red patch with small blisters' on the left thenar eminence. Redness and scaling gradually spread to the whole of the left hand and distal part of the left forearm. After six weeks' use of zinc cream, he has been applying nightly for the last six months betamethasone valerate 0 1% (5 g per week) under polythene occlusion to his hand and forearm.
On examination: Left hand and distal two-thirds of forearm are markedly thinner than the right (Fig 1) . No Investigations: Trichophyton mentagrophytes was cultured from the dorsum of the left hand and arm and from the left palm. Fungus was also present in the two markedly dystrophic nails on the left hand. The palmar and dorsal surfaces of the fingers showed diminished sweating (starch-iodine method).
Comment
Atrophic stria following topical fluocinolone therapy have been described in the lower limbs of a 5-year-old child (Meara 1964) and in the groins (Epstein et al. 1963 ). The changes produced by a low intradermal injection of triamcinolone were described (Schetman et al. 1963) as an atrophic process with a poikilodermatous character, atrophy, pigmentary changes, telangiectasia and alopecia resulting; the histopathological changes consist of degeneration of mucopolysaccharides, elastic tissue, collagen, pilosebaceous structures and eccrine glands, due possibly to vasoconstriction (McKenzie 1962 ). The present case shows the marked atrophy and wasting involving the skin, its appendages and subcutaneous tissue following the topical application of betamethasone valerate. As only one hand and forearm of the child has been treated the extent of the wasting can be gauged by comparing it with the untreated 'control'. Dr G B Dowling: I have under my care a superb example of this condition. He is a man of over 70 who was treated for eczema of the hands for about three years with a fluorinated corticosteroid local remedy under occlusion. The appearances were those of gross senile elastosis with senile purpura on the backs of the hands and wrists. I was surprised at the degree of recovery that followed cessation of the treatment. In a month the texture of the affected skin had become firmer and only traces of ecchymosis remained. After three months I judged the texture of the affected skin to be about normal for his age, but the dermatitis had relapsed. Under treatment with one of the weaker topical corticosteroid remedies without occlusion the eczema is under control.
Dr I Williams: Fungus alone can do this.
The President: One could accept a lot but not the loss of subcutaneous tissue.
Dr S C Gold: If Dr Williams really refuses to accept this explanation we might persuade him that by continuing occlusion and at the same time administering griseofulvin systemically, the skin changes do not disappear even though the fungus infection is eradicated.
Professor S Shuster: This patient has considerable atrophy of the skin to which polythene occlusion with betamethasone valerate had been applied and this is seen with topical corticosteroid therapy. Corticosteroid-treated skin is particularly susceptible to fungal infection and the topical corticosteroid must be a factor in maintaining the infection in this patient.
Dr J R Simpson: I once saw a man with a fungus infection who had been treated for seven months with systemic steroids. These produced no such effect as in this case but it certainly was the most extensive infection I have ever seen and covered about one-third of his body surface.
Dr H R Vickers: The disquieting feature of this case is that this patient has been having corticosteroids applied to his skin for so many months in an attempt to cure a condition' which will not respond to this form of therapy. It is unusual now to see patients who have not had corticosteroid applications at some stage in their illness, the last patient I saw with scabies had had this ointment for three months. The practitioners must be educated but one wonders whether, to save patients' time and tax-payers' money, there should be some ruling that any patient having corticosteroid applications who is not obviously responding to treatment in a relatively short time should be referred for a dermatological opinion.
Periadenitis Mucosa Necrotica Recurrens T J Ryan BM MRCP (for H R Vickers FRCP)
(The Radcliffe Infirmary, Oxford) A R, male, aged 30 History: Since early childhood mouth ulceration has been his only disability. Until he was 17 the ulcers were superficial but at that age he developed a deep pharyngeal ulcer which healed slowly and left a scar.
Since the age of 20 he has had recurrent deep ulceration of the mouth, pharynx and larynx with remission of not more than two months and at times a large ulcer has incapacitated him for up to four months.
He has been extensively investigated by Dr D S Wilkinson, Miss E Hadfield and ourselves. No abnormality has been detected in the blood, serology, serum catalase or chest X-ray. No Vincent's organisms have been detected; a light growth of beta-hemolytic streptococcus was obtained on one occasion.
Histology: 'The section shows a simple chronic ulcer. There is thickening of the squamous epithelium at the edge, while the base is composed of partly fibrous and partly nonspecific inflammatory granulation tissue. There is some surrounding lymphoid tissue while the granulation tissue contains a fair number of eosinophils. There is no evidence of tuberculosis or tumour.' Treatment prior to 1964 included antibiotics, vitamins, short-wave diathermy, nicotinic acid, systemic and intralesional steroids, desensitization to Bencard pollen extracts A, A2 and A12, neoarsphenamine, meprobamate, and encouragement from an osteopath. He has responded to such treatments inconsistently.
There has been no definite stress factor (Sircus et al. 1957 ). There has been no lesion of the genitalia or of the eyes.
Comments have included: 'There is a fairly deep vascular lesion to these ulcers' (Dr D S Wilkinson).
Capillary microscopy (March 1964): Gross irregularity and congestion with coiling of the capillaries was observed at the edge of the ulcers. Enlargement of the ulcer was preceded by darkening and aggregation of the contents of a capillary at its edge. Such capillaries could not be emptied by pressing them with a probe. The congestion of the capillaries could be relieved within one hour by heparin 10,000 units I.V.
The ulcers were studied by means of heparin by continuous infusion method, low molecular weight dextran and phenindione. Only heparin effected a change in the appearance of the vessels. Healing or extension of ulceration could be correlated with the clotting time and microscopical appearance of the capillaries. When the clotting time was prolonged, the blood vessels were uniform in shape and grew into the ulcer without coiling or evidence of congestion. Several small ulcers healed in this way in about fortyeight hours. Over one twelve-hour period vessels were observed to grow out of coils and elongate into capillary loops.
Prolonging the prothrombin time to eight per cent of normal with phenindione was not effective and it was therefore assumed that the good effect
